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CHAPTER I 
INTRODUCTION 
The placement by the state mental institutions of the 
mentally ill in suitable homes other than their own is known 
as family care. 
The family care program serves many purposes: it lessens 
overcrowding and all its complications at the mental institu-
tions; provides a home-like atmosphere for the patients; brings 
about rehabilitation and socialization which act as therapeutic 
measures; and, on a larger scale, would minimize the need for 
new and costly construction at the institution. 
For the proper and successful operation of the family 
care programs, there are certain precautionary measures. The 
selection of the homes and the patients is quite important. 
The caret~ker of the home must have some qualifications in 
knowing how to handle mental patients. Just as important is 
the selection of the patients to be placed in family care 
homes. The patient must fit the home. EVen with these pre-
cautionary measures, however, some family care placements fail 
and patients are returned to the hospital. 
purpose 
The purpose of this study is to examine the negative 
factors in those cases where the patients failed with their 
placements in family care and were returned to the hospital. 
The secondary purpose is to examine and evaluate the factors 
in those cases where the patients were temporarily returned to 
the hospital, and also where transfers in family care homes 
took place. 
The writer proposes to answer the following: 
1. What was the basis for the selection of the pa-
tients for placement in family care? 
2. Why were the family care placements interrupted? 
3. What was the attitude of the patients toward family 
care? 
4. What indications were there prior to or during 
placement for further casework services? 
Scope of the Study 
The study includes a brief description of family care 
in its several aspects. 
The main body of the thesis involves an examination of 
fifteen cases of patients with all types of diagnoses at Boston 
State Hospital during October 1952 to March 1953. In this 
group of cases, the writer studied the various elements present 
in the change in placement of the patient in family care. 
Method of Procedure 
From the monthly statistical reports on family care at 
Boston state Hospital, it was determined that there was family 
care activity in a total of fifty cases during October 1952 to 
2 
March 1953, a six month period. These cases which included 
· both male and female patients, were taken from the open files 
of the hospital. The writer found that fifteen of the patients 
in this total group were either returned to the hospital where 
they remained, were returned to the hospital and re-placed in 
family care, or were transferred to another family care home. 
The fifteen case records were examined from the stand-
point of the factors present which contributed to the change 
in placement. Further to illustrate and clarify the material 
gathered from this analysis, two cases were selected for de-
tailed study because each represents a particular set of cir-
cumstances with which the social worker is concerned during 
the placement process. As the need arose in the study of the 
particular cases, the writer consulted the attendants and the 
social workers. 
Limitations 
The number of cases studied in this thesis is too small 
to justify general conclusions concerning the subject as a 
whole. Also, some of the cases studied did not have adequate 
social service recording of the actual activity that might have 
occurred in the total planning and placement of the patient in 
family care. This limitation has prevented the writer from 
studying the extent of the casework services prior to or during 
family care, and its role in the adjustment of patients in fam-
ily care. studies have been ~ade by other authors of the 
3 
of the family care program as a whole in the country, and at 
Boston State Hospital. 
4 
CHAPTER II 
BACKGROUND OF FAMILY CARE 
Family care, or roster home placement or mental patient$. 
had its birth in Belgium, in the seventh century, A. C. Toward 
the end of the sixth century, according to legend, an Irish 
princess, Dympbna, rled to the European continent with her 
priest in order to avoid the incestuous advances of her mad 
father. He pursued and overtook them at Gheel, Belgium, where 
he killed them. The people of the village rescued the body of 
the princess, and built a shrine to her memory. The shrine 
soon became famous for its miraculous cures of mental illness. 
In the middle ages, it was thought that a person who had a 
mental illness was possessed by the evil spirits. It followed 
that a shrine sacred to the memory of a saint who had resisted 
evil could free others from the power of demons. Pilgrims 
came, and were brought to the shrine in the. hope of being cured 
of mental ills. Two &mall rooms in the church housed these 
patients for the ten days duration of their devotion. Those 
who did not recover Within the ten days were placed with ram-
ilies in the neighborhood in the hope they might eventually 
benefit from a miracle at the shrine.. Thus, the population of 
Gheel became accustomed to having the·mentally ill among them 
and in their homes. 1 
At first the selection and acceptance of the mentally 
ill were functions of the families who cared for them. A 
patient's illness would arouse the sympathy of a family, and 
the family would take the patient into its home. In some cases 
relatives arranged directly with a Gheel resident for the care 
of the patient. The disorder and dissatisfaction c~used by 
this unplanned assumption of responsibility eventually caused 
the church to assume responsibility for the selection and 
2 
arrangements of care for the patients. The church also es-
tablished a central hospital for the mental patients in family 
care. As the work grew, it became subject to local govern-
mental regulation, and in 1852 these semi-religious and semi-
communal facilities became the nucleus of a state colony for 
the care of patients sUffering from mental illness. 3 (By the 
year 1930, there were three thousand of them cared for by the 
families of Gheel and the surrounding towns.) Scotland, 
Germany, and France took up family care in modified for.ms as 
early as 1857. 
Development in Massachusetts 
In 1865 Dr. Samuel Gridley Howe, the chairman of the 
1 Hester B. Crutcher, Foster Home Care for Mental 
Patients, (New York, Commonwealth Fund, 1944), pp. 96~97. 
2 Ibid., pp. 96-97. 
3 Horatio M. Pollack, Family Care of Mental patients, 
p. 119. 
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first State Board of Charities, advocated the institution in 
Massachusetts of a family care system. His name, together with 
the names of Mr. Franklin B. Sanborn and Dr. Pliny Earle, ap-
pear among the first in this country as proponents of this type 
of care. Dr. Howe enunciated the principle that it was better 
to separate the dependent classes than to congregate them; that 
we ought to avail ourselves as much as possible of these agen-
cies which exist in society, i.e., the family, social influ-
ences, occupation, and the like. He r~ferred especially to 
children, the defective and the blind. 
He felt that there should be enlisted a greater pop-
ular sympathy and interest by families in the care and 
treatment of dependents, and that no patients should be 
retai~ed longer in the hospital than was for their ow.n 
good. 
Following his visit to Gheel, he favored.a modification 
of the Gheel colony system, but he did not live to see his 
plans put into action. 
He was followed by Franklin B. Sanborn, who, in 1885, 
was successful in having laws passed by the legislature permit-
ting the State Board of Charities to board patients in private 
families. Five were placed the first year. 5 In 1898, the 
State Board of Insanity was created; in 1916, the Commission of 
4 Charles E. Thompson, "Family Care of the rnsane,tt 
American Journal of Psychiatry, Vol. 91, September, 1934, p. 
339. 
5 ~., p. 339. 
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Mental Diseases; in 1919, the Department of Mental Diseases; 
and in 1938, the name was changed to the Department of Mental 
Health. 
From 1865 to 1905, all patients were placed by a Central 
Board. During the years 1901 to 1914, the Board employed a 
medical director and two social workers to place and supervise 
patients in family care. In 1915 the State Board discontinued 
its own selection and placement, transferring many to the su-
pervision of the various state hospitals. 6 In 1933 the Depart-
ment of Mental Diseases transferred all remaining eases to the 
state hospitals for supervision, as well as the selection and 
investigation of family care homes. 
There are three different types of family care at the 
present time, the Belgian, or concentration type, the Scottish, 
or dispersion type, and the German, or adnex type, which is an 
extension into the community of the hospital.7 The adnex type 
is characteristic of the family care program at the Boston 
State Hospital. 
DeveloEment at the Boston State HOSJ2ital 
In 1922 the Boston state Hospital, under the supervision 
of the Massachusetts Department of Mental Diseases, established 
6 Charles E. Thompson, op. cit., p. 341. 
7 Frederick B. Sano, "The care of the Insane outside of 
Institutions," Proceedings of the First International Congress 
on Mental Health, 1932, Vol. 2, pp. 379-381. 
8 
an occupational therapy center at City Mills, Massachusetts. 
The home was under the immediate direction of a housekeeper 
8 and her husband, both about sixty years of age. The age 
range of the patients was from seven to seventy years. 9 
On August 1, 1930, the occupational center moved to City 
Mills from Hopkinton, Massachusetts. The center was still 
under the same caretaker, and the establishment of City Mills 
as a boarding home was merely a change of residence. The 
board was paid from the boarding out allowance of the hospital. 
The home was under the supervision of the head social 
worker at the Boston State Hospital. Her interest in the pro-
ject was intense, and much of her time was devoted to this 
work. However, in March, 1937, the occupational therapy center 
at City Mills was discontinued, due to the slow rate of move-
ment of the patients from the center into the community and 
the voluntary return of some patients fram the community to 
t.he center did not warrant the high rate paid by the State for 
these patients. 
Definition and Purpose of Frunily Care 
Family care consists of placing and supervising in se-
lected homes (other than the patient's home), mental patients 
8 Pollock, op. cit., p. 247. 
Department, Re-
kinton, Massiehu-
9 
. 
who have reached a convalescent state and who no longer requir 
full hospital care.10 
Family care offers a chance to make a limited social 
adjustment in uncomplicated surroundings for the patient who 
can benefit from such a placement. For the patient it is an ,. 
avenue of release from the hospital from the more acute and 
disturbed patients; it affords the patient a normal experience; 
added liberty and freedom are enjoyed;· the patient's interest 
in life and his own personal affairs is increased. Ideally, 
' 
the foster home should be considered not as a permanent resi-
dence, but as a stepping stone to mental health, independence, 
and self-support.11 The patient, in a therapeutic placement, 
is fitted to the home and the patients in the home must be 
fitted to each other.12 A well supervised family care system 
fills the gap between institutional confinement and the hazards 
of a world with which the patients are not ready to cope. An 
optimal family care placement is as potentially curative as are 
psychotherapy, occupational therapy, shock therapy, or any 
10 Hans B. Malholm. and Walter E. Barton, "Family Care: 
A Community Resource in the Rehabilitation of' Mental Patients," 
American Journal of Psychiatry, XCVIII, July, 1941, p. 33. 
11 Helen M. Crockett, nBoarding Homes as a Tool in Case 
Work with Mental Patients," Mental Hygiene, Vol. 18, April, 
1934, p. 194. b 
12 Ibid., p. 203. 
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other technique of restoring normality. 
Types of Patients Selected for Family Care 
Patients are selected for the family care in the process 
of providing the best form of care to meet their needs. In 
the past, the majority of patients accepted for family care 
have been elderly patients who, in many instances, have been 
residents of the hospital for many years. They were custodial 
placements, and the aim of the change was not speedy rehabili-
tation to fit them tor life in the community, but rather long 
term placement in a family setting outside the confines of the 
hospital. Generally those who were placed were quiet, tract-
able patients who had established a more or less settled rou-
tine and had shown over a long period of hospitalization that 
they were not troublemakers. 14 In recent years, however, 
therapeutic placements have been tried for younger, more acute 
cases, who in general have had shorter periods of hospitaliza-
tion, and are being rehabilitated to return to life in the 
community. 
Family eare patients with almost every known diagnosis 
and classification of psychosis have been placed--schizophreni~ 
13 Edith Stern, "Family Care o:f the Mentally Ill, tt Surve, 
Graphic, Vol. 31, January, 1942, p. 31. 
14 Marpie T. Osborne, "The Use o:f Family care as a Treat-
ment Procedure with the Mentally Ill, n, Mental Hygiene, July, 
1943, Vol. 27, p. 410. 
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with its four types, simple, paranoid, hebephrenic, and 
catatonic, senile psychosis, psychosis with cerebral arterio-
sclerosis, psychosis with mental deficiency, psychosis with 
psychopathic personality, psychosis with syphilitic meningo-
encephalitis, involutional psychosis, manic-depressive psycho-
sis, etc. The various diagnoses are represented among family 
care patients in about the same proportion as in the hos-
pital.15 As the largest percentage of mental hospital patients 
have the diagnosis of schizophrenia, as would be expected, most 
of the patients selected for family care are schizophrenics. 
The diagnosis is not as important as the personality and abil-
ity of the patient to adjust to an environmental situation. 
(See table in Chapter IV which is indicative of the range of 
diagnoses of patients in family care.) 
Among the patients who should not be placed in family 
care are. those who are bedridden or in need of constant medical 
or nursing attention; patients who are disturbed, suicidal, 
violent or destructive; patients who are quarrelsome, conten-
tious, or have pronounded delusions of persecution; patients 
with marked erotic tendencies; patients who have severe con-
vulsions; patients with an infectious or contagious disease; 
patients who are undergoing special medical or psychiatric 
15 Leo Maletz, ftFamily··Care--A Method of Rehabilitation," 
Mental HYgiene, Vol. 26, October, 1942, p. 603. 
12 
treatment.16 (See table in Chapter IV for some of the above 
conditions for which patients were returned.) 
It must be remembered, however, that not all families, 
nor even all patients, would agree to a :roster care placement. 
Most families fail to see the part that relationships in the 
home have played in the development o:r the patient's illness. 
Many families would be actually fearful that a foster family 
might succeed:, where they had failed. And many patients can-
not gain enough insight into their illness to see the value o:r 
a trial placement in a :roster home before they return to their 
own families. While many psychiatric social workers realize 
the value o:r a foster home as a'stepping stone between the 
hospital and the home the patient came from, the attitudes o:r 
patients and their families preclude the possibilities o:r such 
pre-parole placements. Thus, to date, the foster home place-
ment has been used almost exclusively for patients who have no 
families and for patients whose families cannot or will not 
assume responsibility for the care o:r the patient in their own 
homes. 
·nurati on o:r Hospitalization as it Affects Readjustment 
Prolonged h~spitalization is not o:r itself a contra-
16 Horatio M. Pollock, "Practical Considerations Relat-
ing to Family Care o:r Mental Patients,n American Journal of 
Psychiatry·; Vol. 92, November, 1935, p. 561. 
13 
17 indication to successful placement; yet, it has been shown 
that it often has a profound deleterious psychological effect 
on patients. rt deprives the patients of their liberty; and 
becoming accustomed to having everything performed for them, 
they become helpless and timid, lose initiative and interest 
in helping themselves and become passively irresponsible and 
dependent on others. The minds of patients who are on the road 
to recovery should be constantly oriented toward the advent of 
discharge to community life and should be encouraged to assume 
responsibility for self-direction. 
Preparation for Placement--Psychological Factors. 
The ability to work with a patient in family care 
implies, on the part of the worker, an understanding 
of the meaning of hospitalization to the patient and 
of the use that he is able to make of this experience 
for growth. Not unless the social worker understands 
the reorganization that has taken place in the patient, 
step by step, can she know the fear and uncertainty 
with which he faces each new situation • • • • To the 
patient, commitment to a state mental hospital is a 
tragedy. It represents utter repudiation of self and 
total ruin. With it, the last vestige of responsible 
relationship is severed and he feels completely aban-
doned behind locked doors. To the fear of being 
trapped is added the terror of the evidence of his 
own apparent insanity. He struggles at first against 
the catastrophe that has ~efallen him, but finally 
yields to its inevitability. With the acceptance of 
the stark reality in which he finds himself, a new 
self begins to emerge. This is expressed in the 
affirmation of his own difference from those about 
him, and in the process of individuation, he gradu-
ally reaches the optimal level of his adjustability ••• 
17 Eugene F. Bogen, ttEffects of Long Hospitalization on 
Psychotic Patients," Mental Hygiene, Vol. 20, October, 1936, 
pp. 566-569. 
14 
He learns, ~irst, to tend to his own needs, then 
to participate in the ward work and to help others 
less capable than h~sel~. The ~act that he is 
needed and that his e~~orts are appreciated gives 
him an experience o~ success. This ~urnishes an 
incentive toward more responsibility, which increases 
his sel~-con~idence. Thus, he measures his recovery 
through his ability to ~unction in,successive roles 
o~ increased responsibility.l8 
Family care placement is seen by the patient as mu9h 
more di~~icult and threatening than parole to his own ~amily. 
In addition to the insecurity he ~eels in leaving the pro-
tective environment o~ the hospital, he ~aces the necessity o~ 
adjusting in a totally strange situation. This step is attend-
ed with real anxiety which the social worker must help the pa~ 
tient to express and handle. 19 
Even though. the patient may verbally agree with the 
psychiatrist and the social worker that the ~oster care place-
ment is ~or his own best interests, he nearly always pre~ers 
to return to his own ~amily or the living arrangements he had 
prior to his admission. I~ he has a ~~ily, he ~inds it di~­
~icult to accept their rejection o~ him or to admit changes in 
their situation or in himsel~ that prevent his returning to 
them. Only through the pressure o~ his desire to leave the 
hospital does he gain the necessary courage to ~ace the reality 
situation. Usually the social .worker ~inds that the relatives 
18 Henrietta B. DeWitt, "Family Care as the Focus ~or 
Social Case Work in a State Mental Hospital,n Mental Hygiene, 
Vol. 28, october, 1944, p. 604. 
19 Ibid., p. 620. 
15 
have been unable to deal f'rankly with the patient. She must 
help the patient and his relatives to take responsibility f'or 
20 their respective parts in clarif'ying their relationship. 
Together the social worker and the patient work out a 
plan f'or placement. The social worker translates the psychi-
atric limitations into social realities and she of'f'ers the 
patient a placement in which he can become one of' the f'amily 
group and in which he will have a def'inite status. She corre-
si:>Onds with and, if' possible, visits the relatives, interprets 
to them the patient•s plan, clarif'ies their responsibilities in 
the placement and def'ines the hospitalts role. 21 
Finally, the social worker needs to talk with the patien 
in order to help him to resolve any ambivalence he may still 
have in regard to the placement. Though his desire f'or release 
f'rom the hospital may be strong, he may still continue to pro-
ject his insecurity in his need to control. This conf'lict can 
be resolved only as the worker is able to f'ocus on the patient•s 
desire to leave the hospital, holding constant the limitations 
within which they are f'ree to work. u22 
When possible the patient should visit the home with the 
20 Ibid., pp. 620-621. 
21 ~., pp. 621-622. 
22 ~., p. 621. 
16 
worker before placement is effected. 23 At this time he should 
be free to refuse the placement if he sees fit. Probably the 
placement will be accepted by the patient if the following 
three conditions are true: 1) that the psychiatrist was cor-
rect in his evaluation of the patient•s mental status and the 
patient is really well enough for a community trial, 2) that 
the ease work techniques used by the social worker in the treat· 
ment situation were adequate, and the preparation of the patierl 
for placement was sufficient, and 3) that the social workerrs 
selection of the home was suitable and fitted to the patientrs 
needs. 
The social worker has the task of finding new family 
care homes in the community, studying these homes, visiting 
the patients placed there, and interpreting to the patients and 
the caretaker what family care is and what it is for. 24 In the 
selection of the homes and the patients, there are certain 
legal requirements set down for the program with rules and reg-
ulations, including selection of patients, selection and approv-
al of the home, medical and general care, fire protection, and 
payment for care. The maximum amount to be paid for board of 
state supported patients, unless subsequently changed by law, 
23 ~., p. 622. 
24 Handbook of the Massachusetts Department of Mental 
Health, Family Care with Reference to General Laws 123, 16, l6A, 
17, 18, 31, p. 151, Regulation No. 11. 
17 
25 is fourteen dollars per week. 
Reasons for Closing a Family Care Home 
occasionally it becomes necessary to close a family care 
home. Such action may be at the request of the caretaker or 
the institution. A caretaker may move, wish to retire, or seek 
gainful employment outside the home; she may find the income 
derived fran the program inadequate for her needs, the work too 
confining, discover that her family is uncooperative, and have 
to give up because of health or for other reasons. An insti-
tution may decide to close a home for any reason or reasons 
which threaten the patients• mental and physical well-being. 
When a home is closed, the patients involved should 
understand the action is not the result of anything they have 
done. When there are transfers, patients should be matched as 
much as possible to the new home, and where evidence presents 
itself of difficulty the patient will have in readjustment, as 
much support, acceptance and understanding by the worker as 
necessary should be available to the patient. 
25 Ibid., pp. 14-19. 
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CHAPTER III 
~IFTEEN CASES IN WHICH PATIENTS IN FAMILY 
CARE PLACEMENTS WERE. RETURNED TO BOSTON 
STATE HOSPITAL OR TRANSFERRED 
In keeping with the plan of study explained in Chapter II 
the fifteen cases in which the patients placed in family care 
were returned to the hospital or were transferred to other 
homes, were examined in more detail. The purpose of this step 
was to determine: the basis for the selection of the patients 
for placement in family care; the reasons for the interruptions 
in family care placements; the att-itudes o:f the patients 1 to-
ward family care; and the indications :for :further casework 
services prior to or during placement9 
The tables we~e presented in two sets. The :first set was 
compr~sed of :four groups of patients. The groups were of se-
condary importance in the study 1 since they revolved around the 
plan made after the change became necessary. These groups were 
designated as: 1) re-hospitalized; 2) trial visit; 3) re-
placed; 4) transferred. The first three groupings were first 
returned to the hospital, and in the fourth the transfer was 
made directly from one family care home to another. 
The second set of tables, or supplementary tables, con-
sisted of two groups. These were of primary importance in the 
19 
in the study since they revolved around the two major reasons 
for the change in placement. These groups were: 1) factors 
in the patient's condition (physical or mental and for atti-
tudes; 2) c]+anges in the family care home. The emphasis in 
discussion of the tables were placed here. 
The cases were first analyzed for the number of hospi-
talizations prior to placement in family care. Table I of 
the first set of tables, shows the number of hospitalizations 
in the fifteen cases selected for the study. 
·TABLE I 
NUMBER OF HOSPITALIZATIONS PRIOR TO FAMILY CARE 
Number of Tlota1 
Hospitalizations 1 2 3 4 5 Patients 
~otal 7 2 1 3 2 15 
Patients Re-hospitalized 4 0 1 3 0 8 ~ 
Patients Trial Visit 0 0 0 0 1 1 
Patients Re-placed 1 1 0 0 1. 3 
Patients Transferred 2 1 0 0 0 3 
This table shows tbat in a majority of cases of the· four 
secondary groups studied, there is a history of only one hospi-
talization prior to family care placement. It also shows that 
in the group of patients who were re-hospitalized, that there 
was only one hospitalization in the majority of cases. It 
20 
further shows that the patients who had the most hospitaliza-
tions were those who were on trial visit in the community gain-
fully employed, or replaced in family care. 
Table Ia of the set of supplementary tables shows the 
number of hospitalizations in the two primary groupings of the 
patients. in the study. 
TABLE I~ 
NUMBER OF HOSPITALIZATIONS PRIOR TO FAMILY CARE 
" Number 
Reasons for of Hos1 ital zaticns Total 
Change in Placement ]. 2 3 4 5 ~atient 
Total 7 2 l 3 2 J5 
Factors in Patient• s Condi- 5 1 1 3 0 10 
tion and for Attitudes 
Changes in the Family Care 2 1 0 0 2 5 
Hom~ 
. - . .. ~ . . . 
-
·~ ... 
--- -~ . - . ... #. -- • 
This table shows that in-· a majority of eases of the two 
groups of the patients studied, there is a history of only 
one hospitalization prior to family care placement. It also 
shows that in the first group of cases there was only one hos-
pitalization in the majority of the patients, and not niore than 
four. In the second group of cases, two of the five patients 
had five hospitalizations. The numbe~ of hospitalizations it-
self does not appear to be a contraindication to successful 
placement. 
21 
Table II lists the total duration of hospitalization at 
Boston State Hospital prior to family care. 
TABLE II 
LENGTH OF HOSPI~ALIZATION AT BOSTON STATE HOSPITAL 
PRIOR TO FAMILY CARE 
-Less than 1-5 6-10 11-15 16-20 
Patients r year · Yrs. Yrs. Yrs. Yrs. 
Total 2 9 3 0 1 
Re~hospitalized 1 5 2 0 0 
Trial Visit 0 0 1 0 0 
Re-placed 1 1 0 0 1 
Tra.nsferre·d 0 3 0 0 0 
Total 
15 
8 
1 
3 
3 
' Of the patients in the total group ~tudied, Table II 
shows that a majority or sixty percent had a history of hos-
pitalization to five years. In th'e group of patients who were 
re-hospitalized, five of the eight patients, or sixty-two per-
cent, were in the hospital up to five years. There was no 
hi~tory of hospitalization·of more tha.Ii.ten years. The one 
patient who had a history of almost twenty years hospitali-
zation was pe-placed in the same family care home. Prolonged 
hospitalization did not appear to be a·deleterious psycholo-
gical factor of adjustment of the patient in family care. 
22 
Table IIa lists the total duration of hospitalization at 
Boston State Hospital prior to family care for the two primary 
groups of patients. 
TABLE IIa. 
LENGTH OF HOSPITALIZATION AT BOSTON STATE HOSPITAL 
PRIOR TO FAMILY CARE 
Reasons for 
Change in Placement 
Total 
Factors in Patient's 
Condition and for 
Attitude 
-Changes ·in the Family 
Oare··Home- · 
L·ength· · · 
of Hostitalization Total 
Less than 1-·5 6~10 11-15 ~6-20 ~atients 
1 year ~rs. '-irs. lyrs. yrs. 
2 
2 
0 
9 
5 
4 
3 
2 
1 
0 1 
0 1 
0 0 
15 
10 
5 
This table shows that in a majority of cases of the two 
primary groups of patients studied, or sixty percent, there 
was a history of hospitalization to five years. In the first 
group of patients, half, or fifty percent, were in the hospital 
up to five years. One patient had ~ history of hospitalization 
of almost twenty years. In the second group of patients, 
where the change was due to a change in the home, four of the 
five, or eighty percent were hospitalized to five years and 
there was no history of hospitalization of more than ten years. 
Table III shows the diagnostic types within the four 
secondary groups of patients prior to their release to a family 
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care home. 
TABLE III 
DIAGNOSTIC TYPES IN THE CASES STUDIED 
Medical Diagnosis 
Schi-zophrenia 
Paranoid Type 
Hebephrenic Type and 
· Paranoid . Type 
Other Typ6's· 
Man'ic;.;.;DepFessive Psy-
chosis 
Depressive Types 
Other· Types. 
Psyc1ios1:a with Convulsive 
Art erl: o·gel ero·s,j::s:.-,._: 
·Psyc'hosis with Convulsive 
Disorders 
·Psychosis with Sy.phili tic 
Meningo.-Erwephali tis: 
AlcbhoJ.ic Psychosis 
·Korsakow•·s ·Psychosis 
-- Simple Deterioration 
Parano:ta.·with Paranoid 
Condition· 
Involuti·onal Psychosis 
Melancholia 
Other Types 
Patients 
Re'-ho-spi- 1·Trial 'Re- '!Prans- T'ota1 
talized Visit Placed Perred 
1 
1 
2 
1 
1 
1 
1 
]. 
1 
1 
1 
]. 
1 
1 
1 
1 
1 
]. 
1 
1 
2 
1 
2 
1 
The significsnce of this analysis lies in the fact that 
patients with almos~ every known diagnosis and classification 
.Of psychosis have been placed in family care. 
Table IIIa shatsthe diagnostic types within the two pri-
mary groups of patients, the diagnosis in each case being that 
assigned by the hospital just prior to the patient•s release 
to a family care home. 
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TABLE Ilia 
DIAGNOSTIC TYPES IN TEE CASES STUDIED 
Medical Diagnosis 
Total 
·Schiz:ophrenia 
Paranoid Type 
, ·Hebephrenic Type and 
Paranoid Type 
Other Types 
Mani~c,..Depres·sive Psychosis 
Depressive-Types ,. 
Other Types 
Psychosis w:tt'h Convulsive 
Art'er:ros·cl eros is 
Psychos·is ' with Convu:t·s i ve 
Disorders-·· 
Psychosis·with Syphllitic 
Meningo-Encephalitis 
A:lcoholic Psychosis 
Kor·sakow • s Psychosis 
Simple Deterioration· 
Paranoia with Paranoid 
Condition 
InvoJ.uti·orral · Ysychosis 
Melancholia 
Other Types 
Reas·ons for· • 
Change in Placement Total 
ra.:ct·ors in ~a- I Changes ih tl?atientf 
it1ent 1 s ·Oondi._ the ·Family 
tt1ons and tor Care Home 
!Attitudes 
10 
1 
]. 
2 
1 
2 
1 
1 
1 
5 
]. 
]. 
1 
1 
1 
15 
3 
2 
4 
3 
1 
2 
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The significance o~ this analysis lies in the ~act that 
patients with almost every known diagnosis and classification 
of psychosis have been placed in family carkt.. Two types of 
diagnoses were not ~ound in the f'ive patients where the change 
was due to a change in the home--paranoia with paranoid condi-
tion and involutional psychosis. The greatest number of pa-
tients in the total group had psychoses with convulsive dis-
orders. This was also found in the group where there were 
f'actors in the patient's condition or the first group. In the 
second group, more patients had the diagnosis o~ schizophrenia. 
It is of interest to learn the ages of the patients 
placed in family care in this group studied. The median age 
of the f'ifteen patients in :family care was f'i:fty-eight years, 
with ages ranging from thirty-three to seventy-five years. 
This pointed to an elderly group of patients in this study 
who were placed in f'amily care. 
From the above data concerning the history of hospitali~ 
zation, and the diagnosis and age, it is important to learn 
what the condition of the patient was in each case at the be-
ginning o:f the family care placement. This is shown in Table 
IV. 
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TABLE IV 
EVALUATION OF ILLNESS BY THE HOSPITAL AT THE BEGINNING OF 
FAMILY CARE PLACEMENT 
I I 
Number o:r Cases 
' .. 
Condition o:r Patient Re-hos pi.;. lrrial !Re-pla:.;. Trans- Tot 
talized ~isit ced ferr~d 
... 
" 
.,. .. 
I~p~oved--Symptoms 
5 1 Stationary 2 3 11 
Impro~ed--Moderate 
Symptom:Manifestation 3 0 1 0 4 
Improved--Relatively 
Serious Symptom 
:Manifestation 0 0 0 0 0 
Improved--Serious 
Symptom Man~festa~ion 0 0 0 0 0 
.. 
Total 8 1 3 3 15 
... 
. •' 
The greatest number of patients, or seventy-three percent 
were considered to have improved with symptoms which were sta-
tionary. This points out that most of the patients of the 
total group had symptoms which were considered to be stationary 
Table IVa shows the condit;ion of' the patients in the two 
primary groups at the hegit.m.ing o.:f the family- care placement. 
I 
I 
i 
II 
I 
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. TABLE IVA 
EVALUATION OF ILLNESS BY THE HOSPITAL AT TEE BEGINNING OF 
FAMILY CARE PLACEMENT 
. : : : : ; : : 
,. 
Reasons :f'or Total 
·change.in.Placement Patient 
Factors l.n Pa...: Changes 1.n 
Condition of Patient tient•s Condi- :the · Fam:tly ·; 
tion;and :f'or Care Home 
-Attitudes ·' 
.. 
.. .. . 
. 
Improved--Symptoms 
Stationary 6 5 11 
Improved--Moderate 
Symptom Manifestation 4 4 
Improved--Relatively 
Berious Symptom 
Manifestation 
Improved--Serious 
Symptom Manifestation 
.. 
,· 
Total 10 5 15 
.. 
. ::..,. ...... •'. .. . 
' 
: : 
.. 
... ' .. ' .. - ... ' . ~. .. .. 
~ . 
"" 
s 
The greatest number of' patients, or seventy-three percent, 
of' the two primary groups were considered to have improved 
with symptoms which we·re stationary. The others, twenty-seven 
percent, were considered to have--a residue of' moderate symp-. 
tom manifestation. All of' the patients where the change was 
due to a change in the home, we~~ considered to have improved 
·\;,. 
with symptoms which were stationary. 
II 
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Table V shows the attitudes o~ the patient toward ~amily 
care. 
TABLE V 
PATIENTS' ATTITUDES TOWARD FAMILY CARE PRIOR TO PLACEMENT 
Patients 
Attitudes 
I 
Re-hospi- Trial Re-pla- Trans- T<:tt 
Positive: 
dooperati ve or desire 
to do well. 
Negative; 
Reluctant. 
Fearful ·o~· -change with 
-· ambition· to lj_ve· with 
relativ·e. 
Refused "familY' ca.re1 · 
fearful of change, de-
sire to 11 ve With 
relative. 
Total 
talized Visit ced ~erred 
5 1 3 3 
1 
1 
1 
8 l 3 3 
Table V shows essentially positive attitudes which were 
present during family care planning. 
12 
l 
1. 
l 
15 
Table Va shows the at.titudes of the patient toward family 
care prior to placement. 
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TABLE VA 
PATIENTS' ATTITUDES TOWARD FAMILY CARE 
PRIOR TO PLACEMENT 
Attitudes 
Positive: 
Total 
Cooperative or desire to 
do well. 
Negative.:· 
Total 
Reluctant. 
· -Fear:fu'l of change ::with 
runbition to live·with 
relative. 
Refused family care,-
fe"arful of change, de.:.. 
sire to live with 
relative.: · · 
Total 
·Reason for 
Change in Placement Total 
Factors in Pa- Cb.aiiges ~ Patients 
tient' s Condi- the Family 
tion· and for Care Home 
Attitude;. 
7 
7 
3 
1 
1 
1 
10 
5 
5 
0 
5 
12 
3 
15 
Table Va shows essentially positive attitu.des in eighty 
percent of the patients in the total group. There did not ap-
pear to be any negative attitudes in the five patients where. 
the change was due to a change in the home. 
In view of the positive attitudes found in Table V and 
Va, Table Vi1 shows how long the group of patients were able 
to remain in family care before the change took pl~ce. 
TABLE VI 
TOTAL DURATION OF PLACEMENT. BEFORE CHANGE IVIADE 
Total 
Re-hospitalized. 
Trial Visit 
Re-placed 
Trans"f erre·d 
Under 1 1-12 13-24 26-36 37-48 
Month. Months Months Months Months 
2 9 2 1 1 
2 4 2 
1 
2 1 
2 1 
Of the total group, nine patients, or sixty percent, re-
mained ;t'rom one to twelv.~ months 1n the home. Some patients 
i 
i 
remained. :t'or less than one month, and. others for as long as 1 
two years before they were re-hospitalized. 
Table VIa shows how long the patients of the two primary 
groups were able to remain in family care before the change 
took place. 
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TABLE VIA 
TOTAL DURATION OF PLACEMENT BEFORE CHANGE MADE 
· Reas'ons 'for Change 
In Placement 
Total 
Faet-ors in Pat"ient' s 
Condit-ion· ·and for· 
Attitude. 
Changes · in the ·Family 
Care Home. 
Under 
Month 
2 
2 
0 
Duration of 
Placement _ Total 
1 i-12 13-24 26-36 31"'48 Patients· 
Months Months Months M:n1hs 
9 
5 
4 
2 
2 
0 
1 
1 
0 
1 
0 
1 
15 
10 
5 
Of the total group, nine patients, or sixty percent, re-
mained in the home from one to twelve months. Half of the 
patients, or fifty percent, of the first group remained in the 
home for this same period of time. This was also the case for 
four of the five patients in the second group • 
. Table VII shows the nature of the ~hange which had oc-
.curred in the patient which resulted in the interruption of 
the 'family care placement. It is also of interest to learn 
the reason for the change in placement in the cases where the 
patients were transferred er re-placed. 
TABLE VII 
CHANGES IN THE PATIENT OR IN TBE FAMILY CARE HOME RESULTING 
IN -THE INTERRUPTIONS OF FAMILY ·cARE PLACEMENTS 
Patients 
~e-nospi- !erial Re-pla- Trans- -yotal 
· alized Visit ced fer!"ec · Type of Change 
In Patient: 
Needed medical care. 
Became distui"b'ed, · 
violent or destruc-
·tive. 
Became · quarre:Laome 1 
c-ontentious or had 
pronounced delusions 
of persecution. 
. Marked eroti.c "ten-
dencies. 
Infe·ctions or oonta-
gious diseases. 
In Family Care HAme: 
Escaped for employ-
ment. 
Family ·care home on 
vacation two we·ek·s. · - • ·· ·· 
Family care home moved. 
·,Fam-ily care ·home' 
closed-~not· suitable.b 
I 
4 
2 
l 
l 
" 
' I 
1 
10 
2 
; 
2 
1 
a. On trial visit from hospital to relatives for two weeks. 
5 
b. Family caretaker was paranoid--did not und-erstand mental 
patient. She had a delusion that her husband was inter- . 
ested in the patient. 
Table VII shows that two-thirds of the changes in the 
family care pl~cements w~re attributed to changes Which took 
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place within the patients. Of the patients who were re-hos-
pitalized, fifty percent had become disturbed, violent, or des-
tructive. One of these patients preferred the hospital, and 
another did not feel at home. Both of these oases had resisted 
family care. These two cases have been selected for detailed 
discussion in Chapter V. It is significant to find that only 
one home was closed because it was not suitable and in this 
case the patient was transferred. 
Table VIIa shows ·the type of change that had occurred in 
the patient or in the home. 
TABLE VIla 
CHANGES IN THE PATIENT OR IN THE FAMILY CARE HOME RESULTING 
IN THE INTERRUPTIONS OF FAMILY CARE PLACEMENTS 
Type of Change 
In Patient: 
Needed medical care. · 
Became disturbed, 
violent, or destruc-
tive. 
Became quarrelsome, con-
tentious or had pronou~ 
ced delusions of per-
seaution. 
Marked erotic tendenci.es. 
Infeati.ons or contagious 
diseases. 
In Family_Care HOme: 
Escaped for employment .. 
Family Care Home on two 
weeks vacation. 
Family care home moved. 
Family care home closed 
--not suitable. 
Reasons for 
Change in P1acement Total 
Factors in Pa- Changes in Patients 
tient 1 s Co.nd- the Family 
tion and for Care Home 
Attitude. 
2 
4 
2 
1 
1 
1 
1 
2 
1 
10 
.5 
This table shows the types of change which occurred in 
the patient and in the home. Two-thirds of the changes took 
place in the patient's condition (physical or mental) and for 
attitude, and one-third were due to changes in the home. 
From the above data concerning the changes in the condi-
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: tion of the patient, Table VIII will be significant regarding 
the attitudes of the patients during their family care place-
ment. 
TABLE VIII 
RE-HOSPITALIZED PATIENTS1 ATTITUDE T-OWARD FAMILY 
CARE DURING PLACEMENT ANJ) INDICATIONS 
FOR FURTHER CASE WORK SERVICES 
Attitudes or Conditions 
Negative Attitudes: 
Preferred hospital--not 
ready--fearful of 
family care • 
. . ~Could not feel at home 
--not happy--reluctant. 
Transfer not accepted 
a'ft~ one year in 
former home. 
Had refused family care 
--could not make ad-justment:--change 
frightening •. 
Negative Conditions: 
Possible recurreooe of 
tubereulosis. 
Recurrence of involution-
al d-epression. 
Attempted seduction of 
caretaker~ 
Too much activ-ity going : 
· out;_-resulting in manic 
and paranoid condition. 
Patients 
Re_;hospi-
talized 
4 
4 
Indication for Case 
Work Services 
More preparation. 
HOme to fit needs of 
patient. 
More preparation. 
Not for ~emily care, 
disoriented 
Need of caretaker to 
contact worker. 
Need of cl·os er su-
pervision ot patient~ 
------=-~------------~--~--~~------------------1 Total 8 
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Table YIII shows essentially negative attitudes and situ-
ations which could not be modified at the time the patients 
were re-hospitalized. In five of the eight cases, or sixty-
two percent, there were indications for further case work ser-
vices prior to or during family care, in terms of more pre-
paration in planning for az'if-accept~ce ·of family care, and 
closer supervision of the patients in the home. (~he care-
taker had not brought the situation to the attention of the 
case worker.) 
Table VIIIa shows the patients 1 attitudes or condi tiona 
II 
1 3a 
11 
in family care during placement and the indications for i further! 
,I 
'I I, 
II 
case work services. 
I 
TABLE VIIIa 
PATIENTS' ATTITUDE TOWARD OR CONDITION IN FAMILY 
CARE DURING PLACEMENT AND INDICATIONS FOR 
FURTHER CASE WORK SERVICES 
Attitudes or 
Conditions 
Reasons for Change 
In Placement 
!Factors in Change in 
Patients• the Family 
Conditions Care Home 
and for 
Attitudes 
Negative Attitudes: 4 
Preferred hospital--
not ready, fearful 
of fB.mily care. 
Could not f·eel at 
home--not happy--
reluctant. 
Transfer not ac-
cept e·d aft,er one 
year in former 
home. ~ 
Hadrefused family 
care--could not 
make adjustment--
change frighten-
ing. 
Negative Conditions: 6 
Possible recurrence 
of tuberculosis 
-- Temporary medical 
care required, 
(two patients). 
Recurr·ence of in-volu-
tional depression. 
Attempted seduction 
of caretaker. 
Too much -activity go-
ing our-.-.re-sulting 
in manic and para-
noid condition. 
Indications 
for C-ase 
Work Ser-
vices 
More prepara-
tion. 
Home to fit 
needs of pa-
tient. 
More prepara-
tion. 
Not for family 
care, dis-
oriented. 
Need of care-
taker to con-
tact worker. 
Need of closer 
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TABLE VIlla (Continued) 
fl 
I· 
Atti tu:las or 
Conditions 
Reasons for Change 
In Placement 
Factors in Change in 
Patients' the Family 
Condition Care Home 
and for 
Indications 
for Case Walk 
Services I 
Positive Attitudes: 
Cooperative and good 
adjustment. 
Total 
Attitude 
10 
5 
5 
superv1s1:on of 
patient. 
!Need of closer 
supervision of 
caretaker in 
home. 
Table VIIIa shows that there were no negative attitudes 
or conditions during placement in t~e t!ve patients where the 
change was due to a change in the home. It also shows that 
there were negative attitudes and conditions during placement 
where the change was due to factors in the patient's condition. 
Of this same latter group, in five of the ten cases, or fifty 
percent, there were indications for turther case work ser-
vices prior to 0r during placement in terms of more preparation 
in planning for and acceptance of family care, and oloser su-
pervision of the patients in the home. In one case of the 
group of five patients where the change was due to change in 
home, there was indication for closer supervision of the care-
taker. 
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Summary of Statistical Information 
The data gathered from the statistical study of the fif-
teen cases showed that the majority of the patients had a his-
tory of moderately extended illness. Patients with almost 
every known diagnosis and classification of psychosis were 
plac~d in family care. The greatest number of the patients 
were found to be in the classification of p·sychoses with con-
vulsive disorders. Tlie two diagnoses which were not found in 
the patients where the change was due to a change, in the home 
were paranoia wi. th paranoid eondi tiona, and involutional 'P.S.Y-
ehosis. In this ~ame group, none of the five patients were 
' 
re-hospitalized. Prior to or during family care, the majority 
of the patients had seemingly stationary symptoms. All of the 
patients where change was due to home had stationary symptoms$ 
Despite the positive attitudes toward family care placement 
by the majority of the patients, more than half were returned 
to the hospital, because of the severity of the symptoms which 
developed during placement_, acting as a block to any· fu~ther 
.......... 
attempt at adjustment at the time. . ,\ \·,; .. i\ None of the five patients 
where the change was due to the home had negative attitudes. 
prior to placement. As a consequence of a combination of ad-
verse elements, the patients with changes in their conditions 
(physical or mental) and attitudes as a group had made a poor 
adjustment to family care, and seventy percent were not able 
to remain in remission for more than one year. Of the five 
.·patients with the change in the home, eighty percent remained 
II 
il 4~ 
I'. 
I 
in the home for one year or less before the change in place-
ment was made. II 
II In half of the cases where there were changes 1n the con- !II 
ditiomor attitudesof the patients, there were indications for 
further ease work services prior to or during placement in 
family care, in terms of more preparation in planning for 
and acceptance of family care, and also closer supervision of 
the patient in the home, (had the caretaker brought the situ-
ation to the attention of.the case worker) .. In the group of 
patients where changes were dne to a change in the home, there 
was indication in one case for closer supervision of the care-
taker. 
I 
II 
II 
II 
II 
II 
I 
II 
I 
42 
CHAPTER IV 
TWO CASE STUDIES 
This chapter will be devoted to a study of two selected 
cases from the group of fifteen patients, who were returned 
to the hospital from family care. The cases were selected 
because each represents a particular set of circumstances 
with which the social worker is concerned during the family 
care process. The first case is a situation where case work 
techniques were used by the social worker in the treatment 
of the p3. tient with some preparation of the patient for 
placement. In the second case, the social worker's selec-. 
tion of the home was not suitable, and did not fit the needs 
of the patient. These two cases demonstrate conditions 
which seemed to influence the outcome of the placement. 
CASE I 
The patient is a widow, sixty-two years of age, 
with the diagnosis of involutional psychosis, melan-
cholia. She was admitted to Boston State Hospital in 
1948 and was confused, disoriented, depressed and 
agitated. She had a history of fifteen years of al-
coholism, and her diagnosis was acute alcoholism with 
psychosis on admission. 
Social History 
The patient was the youngest of five siblings, 
only one of whom; a brother, is living. The members 
of the family were never close to each other. At the 
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time of her mother's death, the patient was fifteen 
years old, and since the other children were all older 
and away from home, it was necessary for her to assume 
the responsibility of their home. She was able to 
finish her high school education, and worked several 
years before marriage at the age of twenty-seven. 
Patient had known her husband all her life, having 
grown up with him. Soon after her husband graduated 
from dental school, his mother outfitted him an office 
in her home, but the patient objected so that he had 
to leave. He was described as a mild, easy going in-
dividual who always gave in to the patient's desires. 
A one and only son was born three years after their 
marriage. 
Patient continually busied herself with housework. 
She leaned on her husband for support, and would not 
go visiting without him. She was extremely jealous 
of her husband and was afraid of his leaving her. Her 
drinking became more pronounced when she was about 
forty years old, and this fact was concealed by her 
husband, partly for professional reasons, and partly 
for her sake. 
Her husband died suddenly of a cerebral hemorrhage 
a year prior to her admittance, and she had been liv-
ing alone since that time. Her son had married and 
lived in a home of his own. She worked for six months 
as a clerk after the death of her husband, in order to 
supplement her income derived from Widow's Pension. 
Due to her excessive drinking she was forced to quit 
work and remain home. Her actions became very erratic, 
and her speech was always in the past, mostly pertain-
ing to her husband. For several months prior to hos-
pitalization, she was under the care of a private doc-
tor, but could not follow the rules regarding medica-
tion. 
Since her admission to the hospital the patient was given 
group therapy treatment, high vitamin diet and electric shock 
treatments. Her condition had improved, but tended to slip 
back at intervals. She showed more interest in her personal 
appearance. 
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She 't-vorked in the cafeteria~: where she has been found to 
be a good worker. She has shown some signs of confusion, but 
for the most part, she has been reliable and persevering. 
This resulted in her being referred to social ~ervice for pos-
sible family care placement. Her ambition, however, has been 
to go home to her son. She cries easily at disappointments 
and hates any idea of change. She becomes easily agitated 
under pressure. 
The social worker talked with the patient about her feel-
ings toward returning to the community, and the patient ex-
pressed her preference for continuing to work in the cafeteria, 
and stated that a change was hard for her to make. The social 
worker saw the patient and although she continued to do work 
in the area of the patient's resistance to family care for 
about two months, and gave her some support and understanding 
of family care, there was still great resistance even at the 
point where the visit to the family care home was planned and 
finally made. 
During the visit to the family care home, the patient 
expressed her feelings to the caretaker that a change was hard 
for her to make and preferred working in the cafeteria. The 
social worker mentioned, at this point, that nthese things had 
been worked through, and that the patient was quite fearful 
of making a change, and needed much support." 
In an interview three days later, the patient expressed 
the feeling that she was mainly concerned about the caretaker's 
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acceptance of her, and here she was ~eassured by the social 
worker. Still at this point, one week before her placement 
in family care, she showed marked resistance toward leaving 
the hospital. Two days after placement the patient was re-
turned to the hospital. 
Patient returned from family care, where she had 
been for only two days. She returned saying that she 
was not immediately accepted by others in the family, 
and that she felt rejected and left out. Further, she 
lacked the initiative to make friends with the others. 
Social service reported difficult to manage and aloof 
in the home. On interview, the patient was not essen-
tially changed. She is extremely dependent and seems 
to hate change. She much prefers the hospital setting. 
She will be placed in group therapy and in industry 
with the hope that she can again be placed within a few 
months in family care. 
The social worker in a conference with the doctor, dis-
cussed the case in terms of the patient's preparation for 
family care placement, the trip to see the family care home, 
her son, and her resistance to leaving the hospital. The case 
was also discussed in terms of support that the patient needed, 
as well as the general pattern of reacting to situations, whicb 
is by withdrawal. There was discussion, also, of the prepara-
the family caretaker had received in regard to the patient's 
coming to the home. The social worker felt that she should 
have given more support to the ~tient in terms of possible 
withdrawal on the patient's part. It was agreed by the doctor 
and the worker to work with the patient in terms of this ex-
perience, and to use the experience in pointing out her reac-
tion to situations, which is to withdraw from them. It was 
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also believed advisable to help her immediately with plans ror 
future placement. 
This case illustrated where the worker herselr felt that 
there was a lack of adequate support and insufficient prepara-
tion of the patient for placement in family care. These con-
ditions seemed to influence the outcome of the placement of 
the patient in family care, resulting in the return of the 
patient to the hospital after two days. 
CASE II 
The patient, a widow of fifty-six years, was admitted 
to the Boston State Hospital in 1951, having been brought 
there by police, after being examined by a doctor who 
stated she was violent. Her diagnosis was schizophrenia, 
other types. 
Social.Hist6ry 
The·patient came to the United States at the age of 
eighteen in order to make a better living. Before that 
time, she had reached the fourth grade in school. She 
worked as a parlor-maid at several hotels, until her mar-
riage. The patient married a second cousin, after a court 
ship of three years, at the age of twenty-eight. She had 
sexual relations during one year prior to her marriage. 
She never had any children. The husband of the patient 
committed suicide a few days after the ~ient was admitted 
to Boston Psychopathic Hospital in 1936. She was trans-
ferred to Boston State Hospital with the diagnosis manic-
depressive psychosis, depressive type, and upon her dis-
charge one year later, she went to her native country, 
and there she was hospitalized in a mental institution. 
Following her discharge, she returned to the United States 
For two years prior to her admission, she worked as a 
matron at a hotel on a part-time basis. She did not miss 
work, was very clean, reliable and serious. She was very 
religious. She did not associate with girls, had no use 
for men, in fact was never seen talking to one. In 1933 
she had a severe case of "blood poisoning," but she re-
fused hospitalization because she feared death, and she 
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spent three months at home in bed. 
The pre-psychotic personality of the IR tient was that 
of a homebody, caring little about going out. If she at-
tended a party, she would sulk and criticize the other 
girls for their actions, especially when they showed in-
terest in her husband. 
T.he patient received a series of electric shock treatments 
while she was at the hospital'which improved her condition. 
She worked in the linen room where she worked hard and did well 
This resulted in her being referred to. social service for pos-
sible family care placement. On the day of placement she ap-
peared anxious to leave the hospital and looked forward to 
some comfort in family care. Her brother was contacted who 
stated he had not seen his sister for years, had nothing to do 
with her, and cared less what was done. 
After one month in family care, the patient was returned 
because she became depressed, was not eating, was upsetting 
other patients and was not happy in the home. The attendant 
who had had the patient in her ward, knew the patient very well. 
and visited her twice during the placement. The patient was 
found to be very depressed; social worker was notified and re-
turned the patient to the hospital. 
The writer found in a personal contact with the atten~ 
dant that "although the patient was reluctant to go·to family 
care, that she did not object to it, because she did not know 
anything about. it.n Two weeks after placement, the patient 
told the attendant during visit that she did not like it there, 
that everybody was "nicen, but she did not want family care. 
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The attendant found the patient sitting in a corner depressed, 
and not eating. T.he caretaker did not think she should bother 
to tell the hospital about it. The patient was the first one 
placed there, although five more were placed shortly after, 
and they are still there. The attendant described the home as 
a nnice one with nice patients". 
The attendant, in her second visit to· the home two weeks 
later, found the patient very depressed which frightened her. 
The social worker was thereupon contacted again, and the pa-
tient was returned. 
The attendartt described the patient as very capable and 
willing and able to work, and felt that the difficulty in the 
situation was that the patient ncould not feel at home". In 
the home she was not permitted to wash the dishes or to do any-
thing except to make the beds. She wanted to work out in the 
community. She had worked hard in the linen room. T.he atten-
dant felt that patient would not work out in family care. 
Two months after the return of the patient to the hospi-
tal she became progressively depressed and withdrawn. This 
necessitated her transfer for electric shock treatments. The 
patient was kept on this for over two months. After the start 
of therapy, her depression lifted rapidly, and since then she 
was kept on maintenance shock. She did extremely well, and 
worked in the linen room, and was ready for community place-
ment again. 
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This case illustrated where the selection of a home not 
suitable for, nor fitted to the patient's needs, resulted in 
the return of the p·atient to the hospital after one month. 
The environment of the home, with the presence of the 
other patients, appeared to be too threatening for the patient, 
whose pre-psychotic personality had always indicated that she 
was withdrawn and secluded. The patient, who had a history 
of being a good wor~er, found it difficult to adjust in family 
care, where she felt rest~icted in her activity in the home. 
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CHAPTER V 
SUMMARY AND CONCLUSIONS 
The purpose o£ this thesis has been to study and evalu-
ate those £actors contributing to the changes in the placement 
o£ £i£teen patients £rom Boston State Hospital in £amily care 
homes. Through a detailed study o£ two cases, a £urther ex-
amination was made o£ the placements which £ailed. This ex-
amination demonstrates two conditions which seem to in£luence 
the outcome of the placement. 
These findings o£ the study are related to speci£ic 
questions listed in chapter I: 
1. What was the basis £or the selection o£ the patients 
£or placement in £amily care? 
2. Why were the family care placements interrupted? 
3. What was the attitude o£ the patient toward £amily 
care? 
4. What indications were there prior to or during 
placement £or £urther casework services? 
CONCLUSIONS 
1. What was the basis £or the selection of the patients 
£or placement in family care? 
a. This study shows that the patients selected £or 
BOSTON UNIVERSIT'r' 
SCHOOL OF SOCIAL WORK 
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family care were considered improved with symptoms 
~hich were stat·ionary or moderate., and that more 
than half had positive attitudes toward family care 
prior to placement. 
b. The patients selected had almost all types of 
diagnoses and were of all ages. 
c. The length or number of hospitalizations did not 
appear to influence the selection of the patient for 
family care .. 
2. Why were the family care placements interrupted? 
This study shows that in two-thirds of the total 
group of patients., the changes in family care place-
ments were attributed to changes in the condition 
(physical or mental} of the patients and their 
attitudes. One-tnid of the changes were due to a 
change in the home. 
3. What were the attitudes of the patients• toward 
family care? 
a. The attitudes of the majority of patients toward 
family care prior to placement in family care were 
found to be essentially positive. There did not 
§ppear to be any negative attitudes in the five pa-
tients where the change was due to a change in the 
home. 
b. The group of patients where the change in 
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i 
i 
placement was due to factors in the patient's condi-
tion (physical or mental) and attitude, had both 
ne~ative conditions and attitudes during the~r placel 
ment in family care, necessitating their remova~ · 
from the home. There were no negative attitudes 
or conditions during the placement of the five pa-
tients where the change was due to a change in the 
home. I 
I 
4. What indications were there prior to or during 
.. 
i 
place~ 
ment for further case work services? 
a. In half of the cases where'there were changes 
in the condition (physical or mental) or the atti-
tudes of the patients, there were indications for 
further case work services prior to or during place-
ment 1n family care, in terms of more preparation 
in planning for and acceptance of family care, and 
also closer supervision of the patient 1n the home. 
b. In the group of patients where changes were due 
to a change in the home, there was indication in one 
case for eloser supervision of the caretaker. 
The family care program at Boston State Hospital is be-
ing expanded although it has been limited to some extent by the 
lack of suitable homes. A detailed study of the homes used by 
the hospital to determine the effect of the homes on the pa-
tient's adjustment in placement Will provide a valuable area 
I 
I 
. I 
I 
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~or ~uture study, and will be o~ inestimable help to the social 
worker in the ~amily eare program in the ~uture. 
·~··: 
APPENDIX I 
SCHEDULE 
INSTRUCTIONS TO CARETAKERS 
QUESTIONNAIRE TO BE FILLED OUT B~ BOARDING HO:ME APPLICANTS 
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SCEEDULE 
1. Patient's Name: 
2. Age: 
4. Diagnosis: 
5. Education: 
7. Environment:--Rural: 
8. 
9. 
Period in Hospital: 
Date o~ Admission: 
Previous Admissions: 
Type o~ Placements: 
Date in Family Care: 
3. Marital Status: 
6. Occupation: 
Urban: 
10. 
11. 
12. 
13. 
14. 
When Home of Family Care. Opened: 
15. 
Family Care:--Rural: 
Family Care:--Continuous 
Name: 
16. Interruptions: 
Names: 
Urban: 
17. Why Family Care Selected for Patient: 
18. Factors in Family Care Changes:--External: 
Interpersonal: 
19. Who Initiated Change From Family Care: 
20. Why Patient Returned: 
21. Why Patient Returned and Replaced: 
22. Why Transferred: 
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23. Why Escaped: 
24. On Trial Visit and Replaced: 
25. Why Still There: 
26. What Was Family Caretaker's Attitude ~or Taking Patient: 
Evaluation: 
27. 1ihen Did Family Caretaker Begin to Question Adjust-
ment o~ Patient: 
28. What Were Changes in Behavior: 
29. Causes: 
30. How Long A~ter Noted Changes Did Family Caretaker 
Keep Patient: 
31. What Was Attitude o~ Patient: 
32. In What Ways Did Patient Show Displeasure and Ex-
press it in Family Care: 
33. Did Family etc. Inter~ere With Placement o~ Patient: 
34. Did Casework Help Pat-ient or Family Caretaker in 
Adjustment: 
35. Did Social Worker Feel That Casework Would Have Helped 
i~ Family Caretaker Would Have Called in Time: 
What Attempt Was Made: 
36. What Problems Arose Where Social Worker Might Have 
Helped With Case Work: 
37. Was Difficulty After Initial Period of Adjustment: 
Why: 
38. Did Religious or Cultural Factors I~luence Patient's 
Adjustment in Family Care: 
INSTRUCTIONS TO CARETAKERS 
1. Your patients should be treated as members of, your family 
and made to feel at home so far as possible. 
2. Study the dispositions of' your patients, but do not dis-
cuss or encourage their peculiarities or fancies. Their 
habits should be observed and any wrong tendencies dis-
couraged. 
3. Keep caref'ul oversight of' your patients. Some responsible 
person must always be with them. 
4. Never threaten your patients or lock them in their rooms. 
Every form of punishment is strictl~ prohibited under all 
circumstances. 
5. Patient•s failure to eat enough should be reported at 
once, unless good reason is obvious. Take notice whether 
they are gaining or losing weight - see that patient•s 
bowels move daily. 
6. More than one patient must never be allowed to sleep in 
one bed, nor should sleeping rooms be above the second 
floor unless special permission be obtained. 
7. Patients should be encouraged to do suitable work, accord-
ing to their strength, but never beyond it. Light, out-
door occupation such as gardening, caring for hens, and 
so forth, is suitable :f'or women patients. 
8. All clothing must be kept clean and in good repair and 
subject to the inspection of' the visitor. When patients 
are removed, all clothing belonging to them must be taken 
with them. 
9. Patients should have a thorough bath at least once each 
week. · 
10. For State Boarding Patients. payments f'or board are made 
monthly as soon after the first of the month as bills can 
be approved. Bills are made up to the beginning of the 
month, and not up to the time when you receive payment. 
Private patients will be paid for according to agreement 
with relatives. 
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11. No bills, except in emergencies, should be contracted or 
expenditures made without authority from the superinten-
dent. 
12. Be self-reliant in dealing with emergencies; act promptly 
in accordance with your best judgment as you would for 
yourself, and then report as soon as possible to the hos-
pital. Do not allow a continuance or anything which seems 
wrong to you without calling it to the attention or the 
Visitor from the hospital. Try to foresee difficulties 
and seek advice beforehand. 
13. If a patient is ill, report this at once to the hospital. 
Ask for a social worker, but if you are unable to get one, 
explain to the operator that you are one of our care-
takers, and ask for the Assistant Superintendent. In case 
of death, telephone or telegraph to the hospital. In an 
emergency, call a local physician, and then the hospital. 
14. If a patient escaped, search for her. If she cannot be 
found immediately, notify the local police and the Super-
intendent. 
15. If a patient becomes dangerous or unmanageable, notify the 
hospital at once. If necessary, in order to care for her 
safely, call on the local authorities to assist you until 
the hospital responds. 
16. Patients must not visit friends at a distance without 
permission from the Superintendent. They must not be re-
moved to another house, family, or town without approval 
from the Superintendent. 
17. Visitors of the hospital will expect to see each patient 
alone, to inspect her room and clothing thoroughly, and to 
make such other examination as may be necessary. Please 
do not be sensitive, nor regard this as any reflection on 
you or your care of the patient. The Visitor is required 
to do it as a part of her duty in all cases .. 
18. Record in ink any important information, especially dates 
of visit of friends or of the patient to friends. Note 
change of habits, and of mental or physical condition of 
the patient. 
19. we must be kept informed of any additions to the boarding 
family - i.e., if they take any convalescent cases from 
other hospitals, especially general hospitals, if they 
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take children to board~ etc. It would be better if we 
knew about these matters before the actual changes took 
place~ as the Department does not generally approve of 
mixing mental with other types of patients. 
20. These patients will from time to time be seen by a 
physician from the hospital. 
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~UESTIONNAIRE TO BE FILLED OUT 
BY BOARDING HOME APPLICANTS 
and returned to the 
SOCIAL SERVICE DEPARTMENT, BOSTON STATE HOSPITAL 
Dorchester Center Station, Boston, Mass. 
DATE: 
Name Maiden Name 
Address 
How may we reach you by telephone? 
Give ~ull directions ~or reaching your home, i~ starting ~rom 
Boston by automobile. 
By bus 
How long have you lived in town? 
Do you own your home? 
Desc.ribe it brie~ly as to:- number o~ rooms 
heating system 
Is the house private 
modern bath 
tenement farm 
On what floor do you live? 
On what ~loor do you plan to have patients sleep? 
How many bedrooms do you have available ~or patients? 
First n~e and age of eaeh member o~ your ~amily? 
1. 
2. 
3. 
~. 
5. 
6. 
7. 
8. 
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What is the occupation of each working member of your family? 
Are all members of your family in good health? If not, state 
disability. 
Have you at any season of the year hired help? If so, of what 
Age: Sex: Nationality: Character: 
Have you at any time of the year boarders? If so, of what 
Age: Sex: Nationality: Character: 
Note your preference on the following facts regarding the 
patients you wish to take: 
Number of patients: Sex: 
Age: Nationality: Religion: 
Have you ever taken patients or children before, and if so, 
when: from whom: and how long did they stay? 
Would payments of patients be your only income? 
How much money would you expect for eaeh patient? 
What work would be required of a patient? 
Do you drive-an automobile? Oan a radio? 
What papers and periodicals do you take? 
Have you any house pets? 
Give name and address of family physician. 
Name and address of your pastor. 
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How £ar is your home £rom church? From school: 
What other social opportunities are available in the 
community? 
Please give names and addresses or three persons who are not 
related, who have known you £or at least a year, to whom we 
may write £or re£erences. 
1. 
2. 
3. 
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